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The millenniuin has arrived and infectious diseases such as HIV, Hepatitis B, and
Tuberculosis (TB) have continued to rise. These diseases have affected all people without
prejudice as seen through the increased numbers ofcases from individuals ofall races,
genders, and socioeconomic status. Even though society has become more educated and
aware of the epidemic caused by each disease; many people, including professionals in the
heahh care field, have continued to hold negative attitudes and reactions toward those
suffering from these diseases.
Wiener and Siegel (1990) found that negative attitudes toward people with AIDS
were not uncommon among these professionals. Although the majority of research
regarding attitudes, beliefs, concerns, and comfort level ofhealth care professionals have
been directed toward the epidemic ofHIV and AIDS, other infectious diseases that were
not as well-known and equally as dangerous and deadly have also been addressed. The
role ofthe social worker in the life ofa patient with a virus, such as HIV or Hepatitis has
been more important than sometimes recognized.
Data from the Centers for Di^ase Control and Prevention (CDC), showed that in
1997, there were 18,361 cases ofTuberculosis nationwide. In 1998, the number of
reported cases increased to 19,851. Also, the CDC reported between 1992 and 1997,
2
persons living with HTV/AIDS increased in all groups. From 1992 to 1997, statistics
showed that women with HIV/AIDS increased from 13.8% to 19.1%. In addition, from
1992 to 1997, the number ofAfrican Americans infected increased from 32.7% to 39.2%,
which was similar to the number ofCaucasians infected. The CDC reported an increase
in cases ofHepatitis, however, no data was given.
The social worker has always been responsible for advocating the patient’s basic
needs and counseling. Individual and family therapy sessions have been provided in order
to teach them how to cope with their illness. When looking at individuals who provide
services to patients in health care settings, it has become necessary to include social
workers. The role ofthe social worker has expanded by straying away from the
traditional “social work” roles and making debuts in many different fields, which included
the medical and health care field. O’Hare et. al. (1996) stated that social workers have
been frequently called on to address psychological, social, and other health-related needs
ofpatients. It is no longer possible for any practitioner to avoid the impact of an
infectious disease because ofthe rising numbers of infected individuals (Gillman, 1991).
With this being the case, social workers should not be the only group examined for
comfort levels, attitudes, and perceptions. Examination ofthe same variables among
graduate level social work students preparing to provide services to patients in medical
settings have also remained important.
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Statement of the Problem
The field ofsocial work has continued to e5q>and and social workers have been
called on more fi’equently to provide services to individuals in health care settings. The
services included psychological, social, and other health-related issues. Many of the
individuals that sought help suffered fi-om infectious diseases including HIV, Hepatitis B
and Tuberculosis, to name a few.
When providing these services to patients with such diseases, it has been
imperative that the social worker feel confident, comfortable, and maintain a positive
attitude. Past research has shown that many social workers and social work students held
many reservations in dealing with patients with infectious diseases (Taylor-Brown &
Garcia, 1995). The profession of social work has an abundance ofwork to do in these
areas. The preparation of social work students has been a major issue that must be
addressed. If those that have learned to provide services do not feel comfortable or
maintain a positive attitude towards the patient, then the patient may not receive the
appropriate or proper level of service or care.
As with any of the aforementioned diseases, there has been a stigma placed on the
patients that follow them for Ufe. This societaUy-based stigma has been the responsibility
of the social worker to assist the patient as much as humanly possible. Statistics fi'om the
CDC showed that many of these infectious diseases made a dramatic rise in the African
American communities. In 1997, the CDC reported 5,831 cases ofTuberculosis among
Afiican Americans. The number ofTuberculosis cases increased to 6,610 in 1998 among
Afiican Americans. In 1997, the CDC reported 164,601 cases ofHIV/AIDS among
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African Americans. The number ofHIV/AIDS cases increased significantly to 251,408
among African Americans. It has been especially important that prospective African
American social workers develop their abilities. African American social workers must
also have a willingness to help their communities, educate, promote awareness, and assist
those who suffer each day.
As stated before, previous research has shown that many social workers and social
work students maintain a level ofdiscomfort, and negative attitudes toward working with
this population (Wiener & Siegal, 1990). This study was designed to investigate comfort
level and attitudes ofAfrican American social work students providing services to infected
patients in health care settings. Factors included demogr^hic characteristics and work
history, which were also investigated through a series ofquestions. For the purposes of
this study, comfort level and attitudes ofAfrican American graduate level social work
students were the variables investigated.
It was hypothesized that second year Master’s level students would have
maintained higher levels ofcomfort, and a greater level ofpositive attitudes in dealing with
patients than first year Master’s level students. Conversely, second yearMaster’s level
students would have maintained lower levels ofcomfort, and a greater level ofnegative
attitudes in dealing with patients than first yearMaster’s level students.
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Significance of the Study
Social work has always been known as the “helping profession”, because of the
various duties the practitioner has been given. The fimctions ofa social worker for a
patient in any setting have included counselor, mediator, and advocator. Other fimctions
have included creator ofcare planning and assessment, collaborator with others involved
in the treatment process, case manager, and a champion ofethics. Although the social
worker has maintained all ofthose aforementioned roles in their connection with the
patient, it has been imperative that the social worker maintain a strong level of comfort, a
positive attitude, and a willingness to provide all ofthose things and more to the patient in
need ofhelp. Previous research has shown that many in the field do not feel comfortable
providing services to patients with HIV for various reasons (Diaz & Kelly, 1991).
Reasons for discomfort included: fear of transmission, lack ofknowledge, and prejudice.
There has also been research showing similar attitudes held by social work
students as they prepare to enter the “helping profession” (Dhooper, Royse & Tran,
1988). Some questions posed by this writer included: “Were the students really willing to
help? How could students become more aware and gain the confidence, comfort, and
willingness to help these individuals who deserve fair and equal treatment?” These
questions may not have been complete^ answered; but, the purpose was to identify ways
to help students become willing and able to provide services to infected individuals.
This study has inqmrtance because it has searched for answers to help the African
American community. The majority ofparticipants in this study were Afiican American
graduate level social work students. Hopefully, the findings of this study, along with the
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discussion of implications for social work practice, have informed areas of social work
education, practice interventions, and service delivery.
The design method used in this study was a cross sectional survey administered to
first and second year Master’s level students. The questionnaire investigated comfort level,
attitudes, and other variables regarding the provision of services to patients with infectious
diseases. The research questions that were addressed by this study included: (1) Was
there a difference between comfort level and attitudes between first and second year
Master’s ofSocial Work students? (2) Were the Master’s ofSocial Work students
comfortable working with this population? (3) What attitudes and perceptions, positive
and negative, were held by students? (4) What type ofejqperience have they had working
with this population? (5) What suggestions did they give to help fiiture professionals?
This study is composed ofsk chapters. In chapter one, an overview of this study
will identify the purpose and goals of this research. Chapter two provides a historical
review of the problem and shows critical gaps in the body ofpast research. Chapter three
describes the sample and methodology used to collect and analyze the data. Chapter four
presents the results. Chapter five discusses the relationships of these findings to previous
research. And, chapter six discusses implications for the social work profession.
CHAPTER TWO
REVIEW OF THE LITERATURE
This chapter provides the reader with an overview ofpast research and literature
conducted by professional individuals in the fields ofmedicine and social work.
Throughout this chapter, the reader will be introduced to discussions that may have some
type ofaffect on the variables examined. These variables include the stigma of death and
dying, the role ofthe social work profession, the responsibility ofeducation, attitudes and
responsibility ofAfiican American students, and conceptual fi-amework. Limitations of
the literature are discussed as it relates to the purpose ofthis study, as well as additional
research questions. Demmer (1999) stated that since the beginning of the AIDS epidemic,
many studies have measured attitudes toward AIDS among groups including the general
public, students, and health care workers. These studies demonstrated that there has been
a considerable stigma attached to AIDS, and negative attitudes toward people with AIDS
which are widely reported among health care professionals.
The Stigma ofDeath and Dying
Dane and Miller (1992) stated that evidence indicated a source ofdifficulty for
health care workers who work with AIDS patients was the subject ofdeath and dying.
According to Hoflftnan (1991), workers that cared for AIDS patients may have held fears
about premature death, the dying process, being dependent on others, disfigurement, and a
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diminished quality of life. Unresolved personal conflicts or issues concerning death, may
have caused considerable anxiety and discomfort for workers caring for AIDS patients
(Silberman, 1991, Wiener and Siegel, 1990).
According to GoflBnan (1968), there was a social construction of stigma which
intended to separate individuals considered as “normal” from other marginalized groups.
There were multiple stigmas associated with HTV/AIDS as well as other infectious
diseases such as Tuberculosis and Hepatitis. The stigmas associated with the diseases
served to warn clinicians about the risk ofbeing in contact with HTV/AIDS patients, and
reinforced negative attitudes that those suffering from these diseases were less deserving
ofproper care than uninfected patients (McCann, 1999). In addition, research suggested
that there was stigma associated with a variety ofunderlying factors, which included; fear
of contagion, homophobia, mistrust of people who inject drugs, assumptions about sexual
promiscuity, and attribution ofblame (McCann, 1999). The combination of the stigma
and underlying factors could have resulted in discriminatory treatment, such as displaying
negative attitudes, warning other staff ofpotential risk, taking additional precautions, or
avoiding working with identified patients.
The Role of the Social Work Profession
The health care profession has a considerable amount ofwork to do to ensure that
health care workers have provided the best services to all patients, including those with
infectious diseases. This need for improvement has also included the social work
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profession. The social work profession must recognize limitations in providing services to
populations that have been affected (Taylor-Brown & Garcia, 1995).
As with other health care workers, social workers must deal with their fear of
HIV/AIDS and other infectious diseases. They must assist others through education,
health promotion, and accurate information concerning how diseases may be contracted
and spread throughout the population. Practitioners must rethink their approach in
working with affected individuals, their families and social support systems, especially in
African American communities (Taylor-Brown & Garcia, 1995). The issue of how African
American communities have been affected by the rise of infectious diseases have also been
addressed in great detail later in this chapter.
Doctors, nurses, and social workers have continued to study death and dying
issues as a part of their education, in order to frilly understand cycles of the life and death
process. However, many of these professionals have tended to abandon what they learned
when dealing with patients with HIV/AIDS and other infectious diseases. As Taylor-
Brown & Garcia (1995) pointed out, somehow infectious diseases such as HTV/AIDS,
were different. Therefore, infected individuals and their families have been faced with the
biases and ignorance ofmedical and social work professionals. They have been
continually victimized by negative attitudes and may not have received the proper services.
The history of the social work profession was based on practitioners providing
services to individuals considered as underprivileged and socially ostracized. The
practitioner has taken on a major role in providing social, mental health, counseling, and
other services to affected patients and their families (Diaz & Kelly, 1991). The incidence
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ofHIV/AIDS and other infectious diseases have continued to rise. Social workers
involved in a variety of fields have found HIV/AIDS and other diseases in their practices
and clients.
The National Association ofSocial Workers (NASW) Code ofEthics (1979) has
prohibited discrimination against clients. However, Dhooper, Royse, & Tran (1988)
found that 80 percent ofthe 128 social workers they surveyed would refuse to provide
services to a person with HIV/AIDS. Even though the number surveyed may seem small
and statistically insignificant, the practical significance of such negative perceptions fi’om
social workers and social work students, has been a critical issue when it comes to service
delivery and quality ofcare.
Authors O’Hare, Williams, & Ezoviski (1996) stated that social workers were
called on to tend to psychological, social, and other health-related issues of individuals
affected. As with other health professionals, concerns have been raised regarding the
preparedness of social workers as they provide services to patients with infectious
diseases. In many cases, outside factors may have also affected services offered to
patients by social workers. The fectors, which included misinformation regarding
diseases, lack ofeducation, personal beliefs, and social sentiment, may have influenced
lack ofknowledge, negative attitudes, and perceptions of infected patients.
Regarding the subject ofknowledge, Peterson (1991) stated that “...whatever
setting social workers find themselves in when encountering persons with AIDS, ideally
they should approach these persons with the appropriate skills, attitudes, values, and
knowledge to adequately address their needs” (p. 32). Peterson continued, “...that social
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workers should possess, regardless ofpractice setting, (1) knowledge of the disease,
including epidemiology, mode oftransmission and infection control; (2) sensitivity to
cultural, lifestyle, and sexual identity differences; (3) knowledge of^ or ability to identify,
appropriate community resources and to act as an advocate in seciuing resources
including housing, home care, legal services, income support, and volunteer services; (4)
identification ofpersonal fear or prejudices which may affect provision ofcare/services;
and (5) adherence to a professional code ofethics including respect for client
confidentiality” (p. 32).
In the research conducted by Peterson, the purpose was to understand social
workers’ knowledge about AIDS and distinguish areas ofmisinformation from individuals
that know they do not have accurate informatioa Peterson surveyed social workers that
practiced in a variety of fields. Some settings included children and youth organizations,
family services, health and mental health care facilities, school social work programs, and
substance abuse clinics, to name a few. Peterson found that many practitioners were not
very knowledgeable about HTV transmission, and the population most affected by this
disease. Also, many practitioners felt they had no professional reasons for being
knowledgeable regarding the subject ofHIV/AIDS, and over half (50%) ofthe
respondents worked in health care settings. Regardless of the type of setting, HIV/AIDS
and other diseases, “...affects people in all walks of life” (Peterson, p. 36).
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Responsibility ofEducation
It has been the responsibility of social work schools and agencies to educate all
students and workers about the client populations that are especially vulnerable to the
HIV/AIDS epidemic. As Peterson continued, “...school social workers should be aware
not only that children are suffering from HIV/ADDS, but also children with parents
suffering from HIV/AIDS (p. 36).” Professionals in the mental health field, who have
often addressed areas of substance abuse, may also have patients with AIDS. Family
service workers must be sensitive to clients in gay relationships where a partner may be
infected, and also have accurate knowledge ofHTV/AIDS. Health care workers must
have professional knowledge ofHIV in order to provide the clients with the proper
services, and respond accurately to questions ofpersonal safety.
In 1987, the Health Resources and Service Administration asserted, “...as a
profession, social work has much to offer in resolving the psychosocial and ethical issues
presented by the AIDS crisis. The knowledge, skills, and values ofthe profession and the
wide spectrum ofpractice arenas are unique among the health professions...” (p. 133).
The Administration fiirther stated, “...By breaking out of the risk group mind set, social
workers in a variety ofpractice settings will have much to contribute to pubhc education
and prevention. By continuing to develop policy, educational prerogatives, advocacy
approaches, research, and direct services, the profession of social work will stand better
prepared to meet these many challenges...” (p. 133).
Wiener Siegel (1990) examined the level ofcomfort ofhospital social workers
that provided services to AIDS patients. The authors measured two dimensions of
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comfort which included; (1) the individual’s interest in or willingness to work with AIDS
patients, and (2) the worker’s confidence level in establishing a good professional
relationship (meaning rapport, acceptance, and empathy) with the patient. The authors
examined fear of contagion, knowledge about ADDS, negative moral attitudes and feelings
toward people with ADDS, and levels of comfort that workers would have experienced in
counseling AIDS patients.
The authors found that some workers stUl remained resistant (60%) to working
with AIDS patients. Contrary to other research, Wiener & Siegel (1990) found that 45%
of practitioners that participated in their study were interested in working with AIDS
patients, and sensitive to needs ofthe population. Also, they found that a significant
number ofpractitioners were well informed about HTV/AIDS.
The concern regarding social workers’ knowledge, attitudes, and perceptions in
providing services to patients with infectious diseases such as HTV/AIDS has remained
high. Additional research has shown many possible reasons for social workers’ reactions
toward infected patients. However, there has not been a great deal of information
regarding the feelings of social work students who have prepared to enter the field.
According to Silberman (1991), social work educators and health care
practitioners were highly concerned about graduate students preparing to work on patients
with AIDS-related issues. As previously stated, with the rising number ofpatients
becoming infected, it has become inevitable that future practitioners would be involved in
a case that is affected in some way. Silberman (1991) stated that common concerns and
reactions included: “ (1) uncertainty and fear ofthe unknown; (2) fear of transmission; (3)
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reactions to mental and physical disfigurement and deterioration; (4) fear of death and
dying; (5) feelings ofhelplessness and despair due to the biopsychosocial realities of
ADDS; (6) discomfort in discussing sexual history and practices; (7) feelings ofanger
toward one’s self, the health care system, and/or the victim; (8) over-identification; (9)
unresolved attitudes and biases toward sexual orientation and sexual practices
(homosexual, bisexual, and heterosexual), intravenous drug users, and minority and
culturally diverse clients, and prostitution; (10) feelings ofprofessional inadequacy; and
(11) legal and ethical concerns related to disclosure and confidentiality” (p.32).
In 1991, there were only two published studies that focused on social work
students and AIDS (Royse et. al., 1987; Wexler, 1989; Silberman, 1991). Royse et. al.
(1987) surveyed undergraduate social work majors, non-majors, and graduate social work
students to explore the association between fear ofAIDS with knowledge regarding
AIDS, and empathy towards individuals with AIDS. The authors, Royse et al., utilized
three scales, a Knowledge scale, a Fear scale, and an Empathy scale, in a questionnaire
given to the sample of students. The findings ofthe study showed greater knowledge of
AIDS were associated with greater empathy for individuals with AIDS, and that greater
knowledge and empathy were associated with reduced fear (beta = -.26 and -.38,
respectively, p<.05). The variables which included age, sex, race, and academic status
had no relation to fear ofAIDS. However, this research did not examine how the
variables knowledge, fear, and empathy may have affected students’ social work practice
with individuals that have AIDS.
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Another study performed by Wexler (1989) examined knowledge and attitudes
about AIDS of second year Master’s level social welfere students. In addition, Wexler
examined students’ perceptions ofbeing prepared for professional practice with AIDS-
related issues. The findings ofthe study showed great variations in the participants’
knowledge regarding AIDS-related issues. Also, lower levels ofknowledge about how
minorities, and intravenous drug users were affected, and diagnostic issues regarding
patients were found (Wexler, 1989).
However, Wexler foimd responses to attitudinal questions regarding AIDS-related
issues were consistent with social work values. The majority ofstudents (50%) did not
receive information regarding AIDS from resources provided by the university. Other
students (20%) reported receiving information in their social welfere classes, and others
(20%) from activities that were sponsored by the Social Work department. Finally,
perceptions ofbeing prepared were not associated with knowledge or attitudes regarding
AIDS.
The findings in the study performed by Wexler (as cited in Silberman, 1991),
“...may have been influenced by the exposure of students to AIDS-related issues in field
placements and she did not ask students why they felt unprepared for practice with AIDS-
related issues...” (p. 81). So, the focus ofthe research con:q)leted by Silberman (1991)
was on professional and personal concerns ofsocial work students based on direct
practice experience in field placements with AIDS-related issues. Also, Silberman allowed
students to give recommendations for fiiture AIDS-related field placements.
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HIV/AIDS and other infections diseases have continued to rise, especially in the
African American community. In 1994, the Centers for Disease Control (CDC) and
Prevention reported 401,000 cumulative AIDS cases ofwhich African Americans account
for almost one-third of cases reported and, at that time, only represented approximately
12% ofthe nation’s population. The majority of the infected cases have remained African
American men. However, the number of cases of infected African American women and
children have continued to rise and have accounted for 54% and 56%, respectively.
Attitudes and Responsibility
To understand comfort level, it has become necessary to examine attitudes and
knowledge ofAIDS among African American social workers and students. As there was
a minimal amount of information regarding social work students, the same held true for
research that focused on African American social workers and students. One author,
Owens (1995), explored the feelings ofAfrican American social work students and noted
that, “...the great majority ofthe respondents in many past studies were white...” (p.l 12).
There were students from other racial and ethnic backgrounds; however, specific groups
were not identified and discussions ofhow ethnicity have affected the study was not
addressed.
Owens continued to point out that many African Americans did not trust
information received regarding AIDS for various reasons. Therefore, the mistrust led to
resistance and did not give the strategies ofAIDS educationmuch ofa chance to make an
impact or difference in the community.
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Since the resistance ofAIDS prevention has remained high, Owens suggested the
African American community take on a “proactive and leadership role”, to include
community leaders, health professionals, and social workers to spread awareness and
prevention strategies (p. 113). Strategies included AIDS education, individual and group
counseling, and advocating for affordable and accessible services. In Owens’ study,
African American Master’s level students were asked questions relating to fear, attitude
(including morality), demographics, previous social work experience, previous experience
or contact tvith individuals that have HTV/AlDS, and interest in working with this
population ofpatients.
The findings of the study indicated that students held some knowledge regarding
cause and prevention. However, many did not have a significant amount of information
about prognosis and transmission. Some findings were consistent with other studies. For
example, findings that were consistent with Wexler’s study performed in 1989 showed
that many students did not feel they held enough knowledge to deal with AIDS-related
issues in the field (Owens, 1995).
However, when comparing to the research conducted by Silberman (1991), the
findings were inconsistent. The majority of students in the Owens study held apprehensive
feelings about risk oftransmission through contact with AIDS patients. The students felt
that higher risk had been posed to themselves and their femilies. The difference in the two
studies was that students in the Silberman study had previous contact with AIDS patients
and the students in the Owens study had not. Owens pointed out that apprehension held
by African American students may Imve been related to doubts of the transmission of
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and the students in the Owens study had not. Owens pointed out that apprehension held
by Afncan American students may have been related to doubts ofthe transmission of
AIDS. Concerns about contact with AIDS patients may have been more ofan issue
because oftheir own perceptions ofvulnerability to contraction of the disease.
Education has been a start in the right direction for many African American
students, but educators must also be allowed to provide the students with opportunities to
explore and express their feelings and emotions. As with other studies, Owens found that
students’ attitudes did have an effect on their willingness and interest in working with
AIDS patients. Forty-six percent of students surveyed reported an interest in working
with AIDS patients. She suggested that, “...educators should also be aware that some
students want to work with AIDS patients, they should consider incentives that would
stimulate student interest in this work...” (Owens, 1995, p. 114).
Owens continued to state, “...providing services to AIDS patients can be
emotionally rewarding. It can help the social worker to feel that he or she is contributing
to the community, and it can be an opportunity to refine skills of case management and
linkage to an array ofservices “ (Owens, 1995, p. 115). Owens suggested that, “Schools
that develop field placements that provide contact with Afiican American ADDS patients
will give students the opportunity to recognize the rewards...and develop leaders in the
field ofAIDS services...” (Owens, 1995, p. 115).
In summary, the cases ofHTV/AIDS have continued to rise in the Afiican
American community. The profession of social work must make a commitment to ensure
that Afiican American social work students are prepared to serve this population
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effectively and lead the communities to further prevent the spread ofHTV/AIDS. As
future practitioners, African American social work students can identify with the
community, both ethnically and culturally. Therefore, the hope is that these students can
give a higher level of sensitMty to their community.
Limitations ofthe Literature
The majority of studies presented were limited to samples that were white middle
class students or health professionals (Wexler, 1989; Wiener & Siegel, 1990; Silberman,
1991; Dhooper, Royse, & Tran, 1987-88). Only one study found related specifrcally to
African American graduate level social work students (Owens, 1995). Also, in the study
conducted by Royse et al. (1987), the variables examined were fear, knowledge, and
empathy. However, the study did not examine how those variables may affect students’
social work practice with AIDS patients. Finally, in the Wexler (1989) study (as cited in
Silberman, 1991), the findings ofpositive attitudes “ . .. may have been influenced by the
students’ exposure to AIDS-related issues in field placement and she did not ask students
why they felt unprepared for practice with AEDS-related issues...” (p. 81).
The majority of research found related directly to the subject HTV/AIDS. With the
rise ofother infectious diseases such as Hepatitis and Tuberculosis, many of the same
stigmas have held true. There has been no disease that would discriminate on the
individual, meaning that anyone could get infected. In this day and age, it has been almost
inevitable that a practitioner has not come in contact with this issue.
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infectious diseases has become necessary. This study proposed to examine comfort level
and attitudes ofsocial work students preparing to work with patients with infectious
diseases. In reviewii^ previous research and identifying variables investigated in this
study, it was hypothesized that second year Master’s level students would maintain higher
levels ofcomfort, and a greater level ofpositive attitudes in dealing with patients than first
year Master’s level students. Conversely, second year Master’s level would maintain
lower levels ofcomfort, and a greater level ofnegative attitudes in dealing with patients
than first year Master’s level students. The variables that were addressed and investigated
included the comfort level of social work students, attitudes, perceptions, previous
experience ofstudents working with this population.
Conceptual Framework
In order to fuUy understand the concept ofattitude, an adequate definition has
been provided. Pratkanis, Breckler& Greenwald (1989) stated that attitudes shape both
social perceptions and social behavior. In addition to their definition, Fazio (1989) stated
that attitudes involve association between attitude objects (virtually any aspects of the
social world) and evaluations ofthose objects. Fazio (1989) continued to state that he
believed that attitudes could have been viewed as evaluations ofvarious objects that were
stored inmemory.
Many social psychologists and clinical social workers believed that attitudes are
learned. Thus, the Social Learning Theory was defined as acquiring views fi'om situations
in which individuals interact with others or through observing the behaviors ofothers.
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Many social psychologists and clinical social workers believed that attitudes are
learned. Thus, the Social Learning Theory was defined as acquiring views from situations
in which individuals interact with others or through observing the behaviors of others.
Oftentimes, individuals may acquire attitudes from others through social learning and also
from reactions to direct personal experiences (Baron & Byrne, 1994). Also, research
findings suggested that individuals’ attitudes that were formed through direct personal
experiences with “attitude objects” were more significant than “anticipated attitudes”.
Attitudes that resulted from direct personal experiences tend to be stronger than attitudes
which resulted from experiences seen as vicarious. Wu & Shaffer (1987) stated that,
“...Attitudes resulting from direct experience are held more confidently and are more
resistant to change than attitudes formed through indirect experience.” (p. 136). In
addition, individuals that held strong attitudes, either positive or negative, about certain
aspects of the social world could have been influenced others by sharing them.
The Social Learning Theory is a concept that can be related to this study in several
ways. Whether the attitudes held by social workers and social work students were learned
through direct experience or other types of associations, the problem that existed was that
ifnegative attitudes were formed, then the perceptions and behaviors would follow the
same negative pattern. On the other hand,'if the attitude was positive, then the
perceptions and behaviors that followed would have the same positive pattern. However,
Fazio et. al. (1982) stated that negative attitudes and perceptions could have been changed
by providing the individual with positive direct experiences. The positive direct
experiences must have outnumbered the negative direct experiences that they had. By
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individual: “Before you act, stop for a moment and think about who you are and what you
believe to be true. In light ofthese thoughts, what course ofaction should you take?”
(Fazio et. al., 1982, p. 140). The researchers continued to state that upon this reflection,
the individual was likely to show a positive attitude and display positive behavior.
Past research and literature have examined knowledge, attitudes and perceptions of
the human service field including medical professionals, social workers and social work
students that worked with patients with infectious diseases. In many cases, the literature
suggested that many service providers were reluctant or unwilling to provide the services
needed and deserved. Also, the literature addressed the role of the social worker, as a
practitioner in providing services to patients, and the responsibility ofeducating social
work students preparing to enter the profession.
Throughout this chapter, literature was introduced to provide an overview ofpast
research conducted relating to the variables ofattitude, and comfort level examined in this
study. The majority ofresearch presented discussed variables including attitudes, and
comfort levels as well as perceptions, and levels ofknowledge held by professionals
already in their respective fields. These professionals included social workers, doctors,
nurses, etc. As seen through this literature review, research regarding social work
students was limited. This limitation added significance to the importance and rationale of
this study. As presented, the findings of the research showed a variety ofpositive and
negative responses relating to the variables examined which, in turn, affected the delivery
of services provided to patients with infectious diseases. So, the next chapter will
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negative responses relating to the variables examined which, in turn, affected the delivery
of services provided to patients with infectious diseases. So, the next chapter will





The setting for this study was Clark Atlanta University School ofSocial Work
located in Atlanta, Georgia. Clark Atlanta University is a private, coeducational
institution ofhigher learning with a predominantly African American heritage which offers
undergraduate, graduate, and professional degrees to students from various racial, ethnic,
and socioeconomic backgrounds. The Clark Atlanta University School ofSocial Work is
approximately 79 years old and is the first Black School ofSocial Work in the nation.
Sample
The population of interest were first and second year Master’s level social work
students. The sample included students from the first and second year class, full-time and
part-time students, attending day and evening classes. The student population was
predominantly female and raised in the Southeast.
The sampling frame also included full-time and part-time students, attending day
and evening classes. The sample of the first year class was taken from two core classes
required ofall first year students. The sait^le of the second year class was taken from
two foimdation courses required ofall second year students. It was believed this sample
was representative of the students in the Master’s program. In order to assure reliability
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and validity, the questionnaire was pretested to individuals to assure all questions and
concepts were understood.
There were several external validity threats identified with this sample. The threats
included specificity ofvariables and researcher bias. Specificity ofvariables would have
been minimized by administering questionnaires to several different colleges and
universities (schools of social work) in order to get a wider measurement. However, it
must be noted that the findings would still not be generalizable to other social work
students. Researcher bias would have been minimized by performing a double-blind
experiment.
Measure
There was a 30-item survey used to examine the comfort level and attitudes of
Afiican American social work students. The questions posed to participants related to
demographic characteristics, work history including volimtary and paid, comfort level,
attitudes, perceptions, and knowledge questions (see Appendix A). The type of responses
included yes/no responses, open-ended responses, Likert-type responses, and fixed
responses (see exanqjle below).
For example,
3. Type of field practician placement: Health/Mental Health Child/Family School
4. If I had a choice, I would avoid serving a personwith an infectious disease
1-strongly agree 2-agree 3-neutral 4-disagree 5-strongly disagree
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In order to assure reliability and validity, the questionnaire was pretested to
individuals to assxire all questions and concepts were understood. The purpose ofthis
study was to identify attitudes and comfort levels of graduate level social work students
preparing to provide services to patients with infectious diseases. The expected findings
for this study were second year students would have higher levels ofcomfort and greater
levels ofpositive attitudes than first year students.
Design
For the purposes ofthis study, a randomized cross-sectional survey was used. The
design notation for this study was X O. The X represented the first and second year
students and the O represented the survey given to measure comfort levels and attitudes.
The pmpose ofusing this type of design was to look for associations between the
variables that were being examined. In this case, the variables ofcomfort levels and
attitudes were being examined between first and second year students.
In addition, there were several internal validity threats identified with this type of
design. The threats included differential selection and mortality. These threats could have
been minimized by making certain that participants were as similar (equivalent) as
possible. Mortality could have been minimized by making certain that all questionnaires
were returned to limit the possibility ofdropouts unless the participant requested to
withdraw. It was also hoped that students would answer all questions honestly and
without bias to give answers they felt were socially desirable.
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Procedure
The questionnaire was administered to first and second year Master’s level
students during their class time, both day and evening classes, by the researcher. The
questionnaire took approximately 15-20 minutes to complete. The participants were
informed on the voluntary nature ofthe study and given an informed consent form. Data
was collected fi’om October 1999 to November 1999. A 30-item questionnaire pertaining
to attitudes and comfort level ofgraduate level social work students in working (providing
services) to patients with infectious diseases was used to collect data for this study.
Analysis
In analyzing the data, the SPSS-PC statistical package was used to analyze the
demographics data through frequencies and descriptive statistics. In order to analyze the
hypothesis, crosstabs was used to determine differences between first and second year
social work Master’s level students in their responses to comfort level and attitude
questions as weU as other related questions addressed in this study. The data used in this
study fi-om the questionnaire included: Likert-type scale questions yes/no questions, and
open-ended questions. The questions posed related to demographic characteristics, work
history, and questions specifically related to attitudes and comfort levels. After all
questionnaires were received, the responses were tallied and processed.
In this chapter, the reader was provided with an in-depth discussion regarding the
type ofsetting, a description ofthe population sampled, and reliability and validity threats
and how the threats would be addressed. Also, the instrument and type ofquestions
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(including responses), the type ofdesign notation, procedures ofthe study and analysis of
data. The results of these analyses are presented in Chapter Four.
CHAPTER FOUR
RESULTS
The material presented in this chapter shows the data collection and analysis. This
chapter is divided into several sections. The first section displays the demographic
information of the study. The next section includes the hypothesis and other questions
that were not addressed by previous research. The final section presents unexpected
findings not directly related to the hypothesis.
Demographics
Initially, there were 66 participants from Clark Atlanta University School of Social
Work in the sample; however, one survey was discarded because it was incomplete.
According to the Demographics table (see Table 1), there were 60 (92.3%) female
participants and 5 (7.7%) male participants. Thirty five (54%) participants were first year
Master’s students and 30 (46%) second year Master’s students. The ages for students,
reported by participants, ranged fi’om 20 to 52 years of age with the mean age of 28.
Sixty-three (97%) participants were Afiican American, 1 (1.5%) participant was
Caucasian, and 1 (1.5%) reported ethnicity in the “Other” category. Forty -four (67.7%)
participants reported marital status as Single/Never Been Married, 16 (24.6%) reported
being Married, 1 (1.5%) reported being Separated, and 4 (6.2%) were Divorced. Twenty-
two (33.8%) participants had children and 43 (66.2%) did not have children.
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Forty-seven (72.3%) of the participants in this study reported Full-time student
status and 18 (27.7%) reported Part-time student status. Thirty-five (54%) students
reported primarily attending Day classes and 30 (46%) reported primarily attending
Evening classes. Of the sixty-five participants, 27 (41.5%) reported their specialization
Child/Family, 27 (41.5%) reported their specialization as Health/Mental Health, and 11
(17%) reported their specialization as School Social Work which is a subspeciaUty of
Child/Family. Also, seventeen (26.2%) reported field practicum placement in aMental
Health setting, 15 (23.1%) in a Health setting, 13 (20%) in a School setting, 8 (12.3%)
a Child/Family setting, and 12 (18.4%) reported being not currently placed in field
practicum. Finally, eight participants (12.3%) reported their field of interest after
graduation in a Health setting, 14 (21.5%) in a Mental Health setting, 20 (30.8%) in a





















Full-time status 47 72.3
Part-time status 18 27.7
Type ofAttendance
Day classes 35 54.0
Evening classes 30 46.0
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Table 2:




Healtb/Mental Health 27 41.5
School 11 17.0
Type ofField Practicum
Mental Health setting 17 26.2
Health setting 15 23.1
School setting 13 20.0
Child/Family setting 8 12.3
Not currently placed 12 18.4
Field of interest after grad.
Health setting 8 12.3
Mental Health setting 14 21.5
School setting 20 30.8
Other 23 35.4
There were two questions in this study that relate to the hypothesis. The comfort
level question was: (1) Serving a client with an infectious disease would make me feel
uncomfortable. The attitude question was: (3) I feel that people with infectious diseases
should receive a somewhat lesser quality of service compared with other clients. This




Statement 1: Second yearMasters level students will maintain higher levels ofcomfort and
a greater level ofpositive attitudes in dealing with patients than first yearMasters level
students.
Table 3:
Crosstabs ofComfort Level Serving Infected Clients (N=65)




Table 3 shows there were no differences between first year and second year
Masters level students regarding comfort level serving infected clients. Fifty percent (15)
of second year participants reported feeling comfortable serving infected clients, 27% (8)
of second year participants reported a neutral feeling, and 23% (7) reported feeling
uncomfortable serving infected clients. Sfacty percent (21) of first year participants
reported feeling comfortable serving infected clients, 23% (8) reported a neutral feeling,




Figure 1: Comfort Avith Infected Clients
Table 4:
Crosstabs ofAttitudes Regarding Quality of Service (N=65)
Variable r*year student 2™* year student
Positive Attitude 33 27
Neutral 0 1
Negative Attitude 2 2
Table 4 shows there were very little differences between first and second year
Masters students regarding the question ofattitude towards quality of service provided for
patients with infectious diseases. Ninety percent (27) of second year participants reported
positive attitudes towards providing patients with a high quality ofservice, 3% (1)
reported a neutral feeling, and 7% (2) reported a negative attitude. Ninety-four
percent (33) of first year participants reported positive attitudes towards providing
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Figure 2: Attitudes ofService Quality
patients with a high quality of service and 6% (2) offirst year participants reported
negative attitudes (see Figure 2).
Related Questions
The following questions were also relevant to this research. These secondary
questions also related to the variables of comfort and attitude. The comfort question was:
(1) I would feel uncomfortable if a terminally ill person talked to me about his/her death.
The attitude question was: (2) Social workers should not be required to work with people
with infectious diseases, if they feel strongly that they do not want to.
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Table 5;
Crosstabs ofComfort Level with Terminally Ill rN=65)




Table 5 shows there were no differences between first and second year Masters
level students regarding comfort level with terminally ill. Seventy-seven percent (23) of
second year participants reported feeling comfortable discussing death with terminally ill
patients, 10% (3) reported feeling neutral, and 13% (4) reported feeling uncomfortable
discussing death with terminally ill patients. Eighty percent (28) of first year participants
reported feeling comfortable discussing death with terminally ill patients, 9% (3) reported
feeling neutral, and 11% (4) reported feeling uncomfortable discussing death with
terminally ill patients.
Table 6:
Crosstabs ofAttitudes Towards Work Requirement rN=6Sl
Variable 1*‘ year students 2“* year students
Positive Attitude 9 12
Neutral 7 5
Negative Attitude 19 13
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Table 6 shows that there were no differences between first and second year
Master’s level students regarding attitudes of social workers being required to work with
patients with infectious diseases. Forty percent (12) of second year participants reported
positive attitudes towards work r^uirement, 17% (5) reported feeling neutral, and 43%
(13) reported negative attitudes of social workers being required to work with patients
with infectious diseases. Twenty-six percent (9) of first year participants reported positive
attitudes towards work requirement, 20% (7) reported feeling neutral, and 54% (19)
reported negative attitudes of social workers being required to work with patients with
infectious diseases.
Other Related Questions
The following questions constitute other relevant variables in this research.
1) Ifyou worked in a facility Avith clients with infectious diseases such as HIV,
Hepatitis B, or Tuberculosis (TB), how concerned would you be about contracting
the virus?
2) I would be concerned about transmitting the virus to family members.
3) If I had a choice, I would avoid serving a person who has HTV, Hepatitis B, or
Tuberculosis (TB)?
4) I would be reluctant to tell family members that I work with individuals with
infectious diseases.
5) I would refuse to see a client with Hepatitis B, HIV, or TB.




Variables Related to Comfort Level flSf=65)
Variable N Percent Mean Deviation
1. Concern-
contract
65 47.7 2.09 .842
2. Concem-
transmit
65 38.5 3.18 1.30
3. Choice-
TB
65 26.2 3.26 1.31
Choice-
Hep.
65 41.5 3.62 1.07
Choice-
HIV
65 41.5 3.86 1.01
4. Reluctance 65 55.4 4.18 .682
5. Refuse to
serve
65 46.2 4.38 .630
6. Personal
contact
65 72.3 1.28 .451
Table 7 looks at questions 1 through 6 which describes the descriptive statistics of
variables that are related to comfort level. The N (number ofparticipants), percentage
(highest number of responses reported for each question), mean (average or sum), and
standard deviation (variation in answers) ofeach variable includes concern ofcontracting
and transmission, choice, reluctance, refusing to serve, and personal contact with infected
individuals.
In question 1, the participants were asked about their concern ofcontracting
diseases from patients. Out of the 65 participants, 47.7% (31) of students reported feeling
somewhat concerned about contracting a disease. Question 2 asked about their concern
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of transmitting a disease to family members. Approximately 38.5% (25) of students
disagreed with concern of transmitting a disease to family members. Question 3 asked
students about their choice to avoid to serving patients with TB, Hepatitis, and HTV.
Approximately 26.2% (17) of students disagreed with avoiding service to TB patients and
41.5% (27) of students disagreed with avoiding service to Hepatitis patients as well as
HIV patients.
Question 4 asked students about their reluctance to tell family members oftheir
work with infected patients. Approximately 55.4% (36) of students disagreed with
reluctance to tell family members oftheir work. Question 5 asked students if they would
refuse to serve a client with an infectious disease. Approximately 46.2% of students
disagreed with refusing to served an infected client. Finally, question 6 asked students if
they ever had personal contact with infected individuals. Approximately, 72.3% (47) of
students reported personal contact with infected individuals.
In addition to those variables, it is interesting to note that responses to questions
regarding concern of transmitting viruses to family members and choice of serving
Tuberculosis (TB) patients highly varied (displayed a wide variety of responses) as seen
through the standard deviations of 1.30 and 1.31, respectively. Also, responses to the
questions regarding personal contact with infected individuals showed a low variation
(displayed a low variety of responses) with a standard deviation of .451.
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Related Statistics
The participants were asked questions on the instrument regarding perceptions of
difficulty, client differences (infected vs. non-infected patients), and rewards in working
with this population. A majority ofparticipants (55%) listed “fear of spreading to family”
as a perceived difficulty in working with this population. Other answers given by
participants included; “no difficulty” (14%), “death of patients” (11%), “increased amount
of time working with patients and families” (8%), “watching patients suffer” (8%), and
“getting resources for patients” (4%).
Also, a majority of participants (42%) listed “no differences in patients” (infected
vs. non-infected patients). Other answers given by participants as a perceived difference
included; “feeling differently towards patients due to health status” (23%), “precautions
taken to reduce possibility of contracting diseases” (21%), and “infected patients require
more care” (14%). Finally, a majority of participants (50%) listed the “ability to empower
patients” as a perceived reward. Other answers given by participants included;
“overcoming fear with infected patients” (23%), “gaining experience with population”
(16%), and “ability to educate patients and families” (11%).
Also, participants were asked a question regarding any education, including
training classes taken regarding infectious diseases. The participants were also asked to
list the type of class taken. A majority ofparticipants (56.9%) have taken classes related
to infectious diseases and 43 .1% reported taking no classes. Out ofthe participants that
reported taking classes, 30.8% were work-related, 15.4% were classes offered through
internships, and 10.8% were college-level courses. There was a low variation of
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responses regarding educational/training classes taken with a standard deviation of 0.49.
However, there was a high variation of the type of training with a standard deviation of
1.31.
The results of this chapter suggested that there were no differences between first
and second year students regarding the variables ofcomfort working with infected
patients, and attitude towards quality of service. This, in turn, did not support the
hypothesis. Also, in a related question regarding comfort with terminally ill, there was no
difference between first and second year students. However, there was a slight difference
in responses between first and second year students in regards to work requirements.
Other related variables were investigated with interesting findings. All results are
discussed in Chapter Five.
CHAPTER FIVE
CONCLUSIONS
This chapter provides the reader with a discussion regarding the findings and
conclusions of this study. Similarities and differences ofprevious research findings and
suggestions for future research are also discussed. The results of this study showed there
were no differences ofcomfort level with infected patients and attitudes ofservice quality
between first and second year students. The majority of students maintained high comfort
levels and positive attitudes. The findings did not support the hypothesis. It was believed
that second year students would maintain higher levels ofcomfort and positive attitudes
than first year students. The rationale for this hypothesis was that second year students
would possibly have more experience with this population. Those avenues may have
included field practiciun (internships), attendance oftrainings, workshops, and class
discussions.
The main focus ofthis study was comfort level and attitudes of first and second
year students. However, there were many variables examined in addition to the
aforementioned variables, which included: concern ofcontracting and transmission,
choice, reluctance, refiising to serve and personal contact with infected individuals. Less
than halfofparticipants (47.7%) reported concern ofcontracting viruses, and 38.5%
reported concern of transmitting to femily members. Also, 43.6% ofparticipants stated
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serving infected patients. In the majority ofprevious research regarding African American
graduates students, there was no mention of other factors that may affect the attitudes of
students toward infected clients.
For instance, Owens (1995) explored the feelings ofAfrican American students,
but other areas of importance were not addressed. Although, Silberman (1991) noted the
concern ofprofessionals regarding preparedness ofgraduate students, and allowed
students to give recommendations for practice, the majority ofparticipants were
Caucasian. In prepaiing this study, the researcher found that there were very few previous
studies that focused on comfort level, and attitudes of 7\frican American social work
students.
Through field practicum, the students would have direct contact with infected
patients and their families, and allow the students to gain comfort and form positive
attitudes through direct experiences. By attending trainings and workshops, students
would gain knowledge regarding diseases and the infected population. Finally, discussions
held in foundation courses and work performed with different infected populations
(including child/family or health/mental health, and family and group therapy), would
provide students with important educational opportunities. Since first year students were
just beginning the program, their field placement may not have the same level of
psychosocial and health-related issues because they have not completed the foundation
courses in order to effectively provide services to this population.
As Diaz and Kelly (1991) pointed out, “...A specialized AIDS course offered by
the social work school could provide students with knowledge ofspecific AIDS issues
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As Diaz and Kelly (1991) pointed out, “...A specialized AIDS course offered by
the social work school could provide students with knowledge of specific AIDS issues
relevant to social work processes such as problem-solving, crisis intervention, advocacy,
and femily therapy” (p. 41). It was believed by this researcher that courses should also be
offered in other areas of infectious diseases due to the significant increase ofcases in all
types ofsettings. Diaz and Kelly (1991) further stated, “...placement in agencies
providing services to at-risk subpopulations would provide students with the cultural, and
psychosocial knowledge base required for effective intervention and educational services”
(p. 42).
Other variables examined included comfort level discussing death with the
terminally ill, and attitudes of social workers required to work with infected patients. The
findings were very interesting. There were very little differences between first and second
year students regarding their comfort discussing death with terminally iU patients.
However, there was a difference between first and second year students regarding
attitudes of social workers required to work with infected patients. The majority of first
year students (54%) held a negative attitude towards work requirements, 20% reported a
neutral attitude, and 26% reported a positive attitude towards work requirement. With
second year students, 43% held a negative attitude towards work requirement, 17%
reported a neutral attitude, and 40% reported a positive attitude towards work
requirement.
The differences between first and second year students with positive attitudes may
have been attributed to the different types ofexperiences had by each group. These
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previously mentioned experiences included field practicum, trainings, and education. All
of these findings were consistent with the Social Learning Theory. This theory stated that
attitudes shaped both social perception behavior, whether positive or negative. The theory
also stated that attitudes that resulted from direct personal ejqieriences tended to be
stronger than attitudes which resulted from vicarious experiences.
As seen through the findings regarding students’ perceptions ofclient differences,
reward and difficulty responses ofperceived differences included: no difference in patients
(infected vs. non-infected), feeling differently towards patients due to health status,
precautions taken to reduce possibility ofcontracting diseases and infected patients
requiring more care. Perceived rewards reported by students included the ability to
empower patients, overcoming fear ofserving infected patients, gaining experience with
population and the ability to educate patients and femilies. Perceived difficulties reported
by students included fear of spreading infection to family, death ofpatients, increased
amount oftime to work with patients and femilies, watching patients suffer, getting
resources for patients, and no difficulties.
These results have shown that both groups ofstudents identified positive and
negative attributes in working with infected patients. Also, results have shown that the
students (both first and second year) held high comfort levels, positive attitudes towards
quality service and perceptions ofdifficulties, rewards and client differences. It is believed
that the students were comfortable; however, they wanted the ability to choose whether
they work with this population.
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In addition to this belief, results also showed that a majority ofparticipants had
personal contact Avith an infected individual and participated in classes or trainings related
to infectious diseases. The findings showed that 72.3% ofparticipants reported personal
contact with an infected individual and 56.9% participated in classes or trainings related to
infectious diseases. It is believed that personal contact and education also attributed to
positive attitudes and high comfort levels. The combination of findings showed
consistency with social work values, and in the study con^leted by Wexler. Wexler
(1989) found the responses given by students to similar attitude questions were consistent
with social work values and those variables may have positively affected comfort and
attitude ofstudents. The difficulties reported by students included fear ofcontracting the
virus, fear of transmission to family, and death ofpatients. Also, findings may have been
influenced by ejq)erience through field practicum. In addition, the study completed by
Silberman (1991) listed some concerns and reactions of students which included fear of
transmission, and fear ofdeath and dying. Some ofthe findings of Silberman’s study were
consistent with the findings ofthis study.
Also, there were other variables that were found to be interesting. The
participants were asked to give their specialization. Findings showed that the students
were evenly divided regarding specialization with 41.5% choosing Child/Family and
41.5% choosing Health/Mental Health. Students were feirly evenly distributed in
practicum with 26.2% in Mental Health settings, 23.1% in Health settings and 20% in
School settings, which is a subspeciality ofChild/Family. Even though the percentages
regarding Health and Mental Health settings were high, the majority ofstudents reported
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the field of interest after graduation in School setting and other settings. Thirty-five
percent of students reported their field of interest as Other, 30.8% in School settings,
21.5% in Mental Health settings. These findings led to the question, “Why were students
that specialized in Health and Mental Health not looking to work in Health settings after
graduation?
It was believed that education has remained an important fector in order to answer
this question in an effective manner. As previously stated, the majority ofparticipants
(30.8%) took educational/training classes in work settings and only 10.8% took a college
course. By offering courses that incorporated the profession of social work in health
settings, the interest of students in the health field may have remained high. It is necessary
to note that infected individuals exist in all fields, so education regarding how to
effectively assist patients, coping with the issues ofdeath and dying, and other important
issues have remained vital for success.
Shi et. al. (1993) stated, “...The challenges to improve attitudes and the ensuing
quality service for HIV/AIDS clients can begin to be met only by a conscious effort on the
part ofsocial agencies to improve, update the knowledge and skills oftheir social work
practitioners” (p. 277). The authors, Diaz and Kelly (1991) related more to students in
statii^ “...AIDS has challenged the social work profession to develop innovative
interventions, preventative efforts, and research protocals. As more social work programs
introduce AIDS-specific training into their curricula, students can better be prepared to
meet the many future challenges ofpractice in an era ofAIDS” (p. 42).
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and discussed. The positive findings provided a brighter outlook to what was once
considered as negative, and cast a dark shadow over the social work profession. There
still remains a lot ofwork to be done, and these suggestions are addressed in Chapter Six.
Limitations of the Study
There were several limitations to this study. The first limitation was the sampling
method used. Although there was a variety of students used, including the number of
students that were both first and second year students, full- and part-time. The study
could not be generalized to the population. By incorporating more social work schools
and students, a greater understanding ofthe variables examined would have provided
more suflBcient findings.
Another limitation of the study included the unequal number ofmale and female
respondents. It is believed that there should have been equality in order to decrease the
possibility ofgender bias. Also, difierences between genders have remained an important
aspect to be examined. Finally, it was hoped that all participants answered all questions
honestly; however, it was possible that biased answers may have been given to present a
positive picture of themselves.
Suggested Research for Future Practices
There has been a definite need for more research to be conducted on this subject.
As seen through reviewing the literature, there has not been a great amount of research
regarding Afncan American students and their feelings and perceptions on working with
this population. Other suggestions included implementing training regarding diseases, and
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performing a longitudinal study to follow students through the process from beginning to
end. Finally, it has been suggested that comparisons among ethnic groups on comfort
levels working with this population is done in order to identify, and compare similarities
and differences that may exist.
CHAPTER SIX
IMPLICATIONS FOR SOCIAL WORK PRACTICE
In this chapter, an elaborate discussion regarding the field of social work and the
important roles and responsibilities of the social worker within various areas ofthe
profession is provided. Also, particular emphasis is placed on additional areas that need to
be addressed.
The purpose ofthis study was to examine comfort level and attitudes ofgraduate
level social work students, preparing to provide services to patients with infectious
diseases such as HIV, Hepatitis B, and Tuberculosis. It was expected that second year
Master’s level students maintained higher comfort levels, and positive attitudes than first
year Master’s level students. Conversely, second yearMaster’s level students would have
maintained lower levels of comfort, and negative attitudes than first year Master’s level
students. Results showed that there were no differences between first and second year
Master’s level students in comfort level, working with infected patients and attitudes
toward services quality. Also, there were no differences between students in comfort level
discussing death with terminally ill. However, there were differences between students
regarding attitudes toward required work with infected patients.
Although the majority ofresults regarding the variables ofhigh comfort level, and
positive attitudes showed no differences, there were still a significant number of students
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who reported negative attitudes towards work requirement with infected patients. The
need of social workers to maintain positive attitudes, and high levels of comfort has
become imperative in order for patients to receive the quality of services deserved. The
need for positive attitudes and high comfort levels have become especially important for
African American social work students, as they prepare to provide services to the African
American community. Infectious diseases have continued to rise in African American
communities, and prospective African American social workers must be willing and able to
give the patients the support they need.
Through recognizing the importance of social workers holding positive attitudes,
perceptions and high comfort level, it was also necessary to discuss the different roles of
that the social worker in the profession. The social worker of today has become known as
a practitioner or a clinician, an advocate, a counselor, a therapist, and a consultant. The
roles of the social worker in the life of a patient with a virus such as HTV or Hepatitis has
become more important than sometimes recognized. The social worker has become
responsible for addressing the psychosocial needs of the patients, advocating the patient’s
basic needs and rights, and counseling by providing support through individual, group and
family therapy sessions. The social worker provides other professional members,
involved in the treatment process, with an assessment to ensure that all individuals
involved are on one accord.
In order to ensure that social workers handle the responsibilities ofthe profession
and maintain a positive perspective, the National Association of Social Workers (NASW)
Code ofEthics strictly prohibits social workers to discriminate against anyone in need. It
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has become the moral and ethical duty of the social workers to provide assistance to
individuals who come to them for help. It can be seen how necessary it has remained to
ensure that persons entering the profession not have any issues that would deter the
patient from receiving the proper services.
Then, the focus must be placed on graduate level social work students as the
future professionals that serve a wide variety of clients, which include those with
infectious diseases. In addition, the students must have a willingness to work with this
population. Students with previous experience working with this population may have
high comfort levels and positive attitudes. Even though this may be true, it is important
not only to build on that experience, but to make certain that all students are provided
with proper education and training. It is imperative to build interest of students to work
with this population, which in may instances has remained forgotten.
Students must have educational opportunities during graduate studies through
various outlets, including class discussions, internships, workshops and lectures. Class
discussions would allow students to openly discuss their thoughts, feelings, and possibly
assist in alleviating fears and misconceptions. By providing hands on experience, through
internships, workshops and lectures could also assist students in learning more about the
diseases (both truths and myths). Also, providing the students with these opportunities
would raise comfort levels, positive perceptions, lower fear and anxiety, and become more
knowledgeable. Finally, social service agencies must look into implementing training, and
in-service classes along with roimdtable discussions to allow professional individuals an
opportunity to express their feelings and concerns.
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It has been shown through previous research, as well as through the findings of
this study, that n^ative attitudes and perceptions have led to misconceptions, fear and
possible discrimination, and the unwillingness to serve patients with infectious diseases.
Positive attitudes, positive perceptions, high comfort level, and knowledge would not only




Purpose: The purpose of this study is to investigate comfort levels of graduate
level social woiic students preparing to woric in health care settings.
Demographics
1. Age:
2. Gender; 1-Female 2-Male
3. Ethnicity; 1-African American 2-Caucasian 3-Native American
4- Hispanic 5- Other
4. Marital Status; 1- Single/Never Been Married 2- Married 3-Separated
4- Divorced 5-Widowed
5. Do you have any children? 1-Yes 2-No
If yes, how many and what are the ages?
6. Current Educational Status: 1-1®‘ yearMasters 2- year Masters
7. I am a: 1- Full-time student 2- Part-time student
8. I primarily attend; 1-Day classes 2-Evening classes
9. Type ofField Practicum Placement: 1-Health Setting 2-Mental Health Setting
3- School
10. Specialization; 1-Child/Family 2-Health/Mental Health
3- School
11. Do you have previous experience (befisre entering the program) working with individuals
in a social work setting? 1-Yes 2-No
12. What is your field of interest after graduation? 1-Health setting







13. Ifyou worked in aPolity with patiraitswith an infectious disease such as HIV, Hepatitis
B, or Tuberculosis (TB), how concerned would you be about contracting the virus?1-very concerned 3-somewhat unconcerned2-somewhat concerned 4- very unconcerned
14. If I had a choice, I would avoid serving a person who has HTV1-strongly agree 3- neutral 5- stron^y disagree2-agree 4- disagree
15. If I had a choice, I would avoid serving a person who has Hepatitis B1-strongly agree 3-neutral 5-strongly disagree2-agree 4- disagree
16. If I had a choice, I would avoid serving a person who has Tuberculosis (TB)
1- strongly agree 3- neutral 5- strongly disagree
2- agree 4. disagree
17. Serving a chent with an infectious disease would make me feel uncomfortable.
1- strongly agree 3- neutral 5- strongly disagree
2- agree 4- disagree
18.1 would be concamed about transmitting the virus to family members.
1- strongly agree 3- neutral 5- strongly disagree
2- agree 4- disagree
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APPENDIX A: QUESTIONNAIRE
(CONTINUED)19.1would be reluctant to tell family members that I work with individuals with infectious
diseases?1-strongly agree 3-neutral 5-strongly disagree2-agree 4- disagree
20. Social workers should not be required to work with people Avith infectious diseases, if
they feel strongly that they do not want to.1-strongly agree 3-neutral 5-strongly disagree2-agree 4- disagree21.1feel that people with infectious diseases should receive a somewhat lesser quality of
service compared with other clients.1-strongly agree 3-neutral 5-strongly disagree2-agree 4- disagree
22. I would refuse to see a client with Hepatitis B, HTV, or TB1-strongly agree 3-neutral 5-strongly disagree2-agree 4-disagree
23. Social workers with an infectious disease should be allowed to continue working as long
as they are able to do their jobs.1-strongly agree 3-neutral 5-strongly disagree2-agree 4- disagree24.1would feel imcomfortable if a terminally ill person talked to me about his/her death.1-strongly agree 3-neutral 5-strongly disagree2-agree 4- disagree
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APPENDIX A: QUESTIONNAIRE
(CONTINUED)25.Describe the difference between working with clients Avith infectious diseases and other
clients.26.What would be the greatest difficulty in working with clients with infectious diseases?
27. What can you name as rewards to yourself and your clients in working with
clients with infectious diseases?
28. Have you ever had any personal contact with an individual with an infectious disease?
1-Yes 2-No
Ifyes, what was your relationship with the individual?
1-Family member 2-Friend 3-Co-worker 4-Other (please describe)
29. Please list by each example, how comfortable you feel in providing services to these types
of clients.
1-very comfortable 2-somewhat comfortable 3-not sure
4- somewhat uncomfortable 5- very uncomfortable1-Maternity patients 6-Amputees
2- rv drug abusers 7- Patients with severe mental disorders
3- Adults with Hepatitis 8- Terminal cancer pati^ts
4- Children with Hepatitis 9- Children with HTV/AIDS
5- Adults with HIV/AIDS
30. Have you ever had any professional training or classes that provide information about
sexually transmitted diseases and other types of infectious diseases?
1-Yes 2-No
Ifyes, please name the type of training
Thank you for your time and participation.
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APPENDIX B: INFORMED CONSENT FORM FOR RESEARCH PROJECT
The purpose of this study is to investigate comfort levels ofgraduate level social work
studentsprepaing to work in health care settings. It is apart ofa requirement neededfor
aMasters degree in Social Workfor ClarkAtlanta University in Atlanta, Georgia.
Please note that there are no foreseeable risks involved in this research. Ifat cmy time
during the study that you feel uneasy regarding the subject matter, please speak with the
facilitator immediately. A complete statement ofpurpose of the research will be available
one collection ofall data is received
I agree to participate in this study and I understand that:
1. The approximate time is 15-20 minutes to complete the questionnaire.
2. My participation is strictly voluntary and ifat any time I wish, I may terminate my
involvement in the study without penalty.
3. All of the data received will be kept confidential.
4. The nature ofthe questions in this study will include demographic questions.
5. All of the data collected for this study is for research purposes only.
6. Ifat any time I have questions concerning this study, I may contact the researcher at
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